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SUMMARY  
Health reform legislation currently under consideration in Congress has the potential to reduce the 
number of uninsured children and, for many children, will provide coverage for their 
parents. However, for children currently enrolled in public coverage, the health reform bills in the 
House and Senate present both potential benefits and risks in terms of the type of coverage these 
children would have and their access to needed care.  This brief uses data and Medicaid/CHIP 
eligibility rules from 2007 to estimate the number of children enrolled in Medicaid and CHIP who 
would be affected if provisions in pending House and Senate health reform bills were implemented. 
If these changes had been implemented in 2007, our analysis shows that 1.3 million children (House 
bill) and 0.7 million children (Senate bill) would have been transferred from separate CHIP into 
Medicaid. Under the House provisions, about 1.8 million children with incomes above 150 percent 
of the FPL would have lost separate CHIP coverage in 2007 and potentially moved into new 
exchange plans. Had these changes been implemented in 2007 with adequate CHIP funding, the 
Senate bill would have resulted in no change for the estimated 2.3 million children with incomes 
above 133 percent of the FPL who had separate CHIP coverage. However, the Senate bill does not 
currently include adequate CHIP funding and, as a result, these 2.3 million children could have lost 
CHIP coverage and potentially moved into the exchange. These estimates understate the number of 
children who would likely be affected by the proposed changes because they do not take into 
account enrollment growth between 2007 and 2014 and because they reflect coverage at a point in 
time, and thus are lower than estimates that reflect coverage in Medicaid and CHIP over the course 
of a year. Using CBO estimates to adjust for both of these factors would imply that the number of 
children affected in 2014 would be about 2.5 times as high as the estimates found for 2007.  
There are a number of tradeoffs involved with shifting children from CHIP into Medicaid or into 
new exchange plans. Key considerations include whether CHIP receives sufficient federal funding 
beyond 2013, what types of cost-sharing and benefits protections would exist under CHIP and under 
exchange plans, and the willingness of providers to participate in Medicaid, CHIP and exchange 
plans. Additionally, it will be important to minimize the extent to which children losing public 
coverage fall through the cracks and become uninsured, which may be a particular risk for citizen 
children in mixed immigrant status families, those in kinship care, and those subject to firewalls for 
whom employer coverage is available but deemed unaffordable by the family.   
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Update: On December 24, 2009, the Senate passed H.R. 3590 (Patient Protection and Affordable Care Act). The provisions 
of this bill with regard to Medicaid and CHIP are similar to the provisions in the Democratic leadership bill which are  
described in this brief. One difference is that H.R. 3590 reauthorizes CHIP through 2019 and fully funds the program 
through 2015. For a full description of the final Senate bill go to http://dpc.senate.gov/dpcdoc-sen_health_care_bill.cfm. 
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I. INTRODUCTION 
Federal health care reform is taking place against a backdrop of more than a decade of progress 
reducing uninsurance among children. Indeed, according to new coverage estimates, the number of 
children lacking insurance coverage declined by 800,000 between 2007 and 2008, despite the economic 
downturn.1  In 2008, uninsurance among children reportedly reached its lowest level in over twenty 
years. In contrast, uninsurance rates have been on the rise for adults.2  While employer-sponsored 
insurance (ESI) has been declining for both children and adults, children have gained public coverage 
at much higher rates than adults.3  The gains in public coverage for children are due to a combination of 
factors including the eligibility expansions that have occurred following the creation of the Children’s 
Health Insurance Program (CHIP (Title XXI)) in 1997, investments in outreach and enrollment 
simplification in Medicaid (Title XIX) and CHIP that raised participation in those programs, and more 
expansive Medicaid eligibility for children than for adults.4 Numerous studies have found that these 
policy changes have led to reductions in uninsurance among children and improvements in their access 
to care.5  In addition, gaps in insurance coverage and access to health care by race/ethnicity and income 
have narrowed for children.6  
 CHIP reauthorization legislation enacted in February 2009 provides new funding and policy options 
intended to increase coverage among children who are eligible for Medicaid and CHIP but not 
enrolled. Such eligible but unenrolled children constitute the majority of uninsured children.7  CHIP 
reauthorization increased federal allotments through 2014 to support enrollment growth in CHIP and 
strengthened Medicaid and CHIP coverage for children in other ways, but it did not address all 
concerns about CHIP such as the lack of an entitlement for coverage.8 
 The health care reform proposals under consideration have the potential to contribute to additional 
coverage gains for children, while also increasing coverage for parents and other family members. 
Given that so many children covered under Medicaid and CHIP have uninsured parents, increases in 
parental coverage resulting from health reform would likely improve the health and functioning of 
many of these children and their parents.9 However, these proposals also contain changes to Medicaid 
and CHIP which makes it important to consider their potential impact on the children who are served 
by these programs.  Accordingly, this brief uses information from 2007 to estimate the number of 
children enrolled in Medicaid and CHIP who would be affected if provisions in the pending House and 
Senate health care reform bills were implemented.  This brief only considers possible coverage changes 
for these children and does not address other possible effects of the alternative health care reform 
proposals under consideration. Since these bills differ in a number of important respects in the way that 
they treat Medicaid and CHIP, the estimates developed in this brief reflect the potential impact of 
alternatives currently under consideration and do not attempt to anticipate provisions that may end up 
in a final bill. 
 The following section describes changes in public programs for children over the last decade to 
provide a context for considering changes to Medicaid and CHIP under health care reform.  Subsequent 
sections describe the proposed changes in both the recently passed House health care reform bill (H.R. 
3962) and the recently introduced Senate leadership bill (Patient Protection and Affordable Care Act), 
the data and methods used to produce the estimates, and the key findings. The final section concludes 
with a discussion of the implications of the findings. 
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 II. BACKGROUND 
Together, Medicaid and CHIP cover an estimated 31 percent of all children, disproportionately 
covering children from poor and near-poor families, those from racial and ethnic minorities, and those 
with special health care needs.10 By federal law, under Medicaid (authorized under Title XIX of the 
Social Security Act), states must cover children ages 6 to 18 in families with incomes below 100 
percent of the federal poverty level (FPL) and children ages 0 to 5 in families with incomes below 133 
percent of the FPL. Some states, however, have opted to expand Title XIX to other groups of 
children.  CHIP was created in 1997 (under Title XXI of the Social Security Act) to address coverage 
gaps for near-poor children whose family incomes were too high to qualify for Medicaid but too low to 
afford private coverage.  While CHIP coverage is optional, all states have a CHIP program. As of 
October 2009, all but four states had eligibility limits at 200 percent of the FPL or higher and 14 states 
had limits at 300 percent of the FPL or higher under either Medicaid or CHIP.11  While millions of 
children rely on CHIP for coverage, Medicaid covers four to five times as many children as CHIP. 
 In early 2009, CHIP was reauthorized through 2013.  Additional federal dollars were allocated to the 
program to ensure that states had sufficient funding to meet program needs.  In addition, the legislation 
included new incentives and tools aimed at increasing participation among the millions of uninsured 
children who are eligible for Medicaid and CHIP but not enrolled.  It also included provisions designed 
to improve access to care, quality of care, and health outcomes for children.  
 For some or all of their CHIP coverage, states may expand their Medicaid programs and/or operate a 
separate non-Medicaid program, subject to some federal requirements. Fourteen states rely on a 
Medicaid expansion alone, 19 rely on a separate program and 18 use a combination of the two 
approaches.12  All children covered under Medicaid, regardless of whether federal matching funds 
come through Title XIX or Title XXI, have a benefit package that includes Early Periodic Screening, 
Diagnosis, and Treatment (EPSDT) benefits and minimal cost-sharing both in terms of premiums and 
copayments. Children enrolled in separate, non-Medicaid CHIP programs do not have the same legal 
protections as children covered under Medicaid.  While federal law allows separate CHIP plans to have 
a less generous benefit package and higher cost-sharing levels than under Medicaid, states have 
generally chosen benefits and cost-sharing levels that are more similar to Medicaid coverage than to 
commercial coverage and many states have chosen to provide EPSDT benefits.13  In some states, 
children in separate CHIP programs have access to different providers than children in Medicaid 
programs, which may make it easier for them to obtain particular services.14 
III. PROPOSED POLICY CHANGES UNDER HEALTH REFORM. 
Under the health reform bill recently passed by the House (H.R. 3962), Medicaid coverage for children 
through both Title XIX and Title XXI would remain intact due to maintenance of effort (MOE) 
requirements, but separate non-Medicaid CHIP programs would be disbanded by 2014.  Children 
covered under these separate CHIP programs with incomes below 150 percent of the FPL would be 
shifted into Medicaid while those with incomes above 150 percent of the FPL could be shifted into new 
“exchange” plans authorized by the bill or into employer plans that cover their parents. If some families 
cannot gain access to coverage in the exchange due to affordability or other issues, some children who 
previously had or would have had CHIP coverage could lose coverage altogether.15 
 Under the House bill, Medicaid eligibility for children would be based on family income net of 
disregards (deductions allowed for expenses such as child care, employment, etc.). Children, parents, 
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 and other adults with incomes below 150 percent of the FPL would be covered under Medicaid. Those 
with incomes between 150 and 400 percent of the FPL, excluding children covered under Medicaid 
whose coverage would be maintained, would qualify for sliding scale subsidies to purchase one of the 
insurance plans offered through the new health insurance exchange.16,17 While the exchange plans 
would be required to include benefits important to the health and functioning of children, such as 
dental, hearing, vision, and well-child care, the benefits and cost-sharing requirements would not be as 
generous as those currently offered under CHIP plans.18 
 The proposed Senate leadership bill (Patient Protection and Affordable Care Act), which has not yet 
been approved by the Senate, differs in a number of important respects from the approach taken under 
the House bill.  First, Medicaid eligibility for children, parents and other adults is set at 133 percent of 
the FPL rather than at 150 percent of the FPL. Second, while the House bill eliminates CHIP, the 
Senate bill includes a maintenance of effort (MOE) requirement on states for both Medicaid and CHIP 
through 2019, but does not allocate any additional federal funds to the program (though it does raise 
federal matching rates under CHIP). As a consequence, unless additional funding for CHIP is added to 
the final health care reform legislation, federal funding levels for CHIP will fall short of what would be 
required to maintain existing programs in 2014 and beyond.  Should states run out of CHIP allotments, 
children would be eligible for coverage in the new exchange plans. An amendment to the Senate 
leadership bill introduced by Senator Casey on November 30, 2009 addresses many of the concerns 
that have been raised about maintaining CHIP under health reform.  Among other things, it would 
increase federal funding levels through 2019 to automatically adjust to program need, would mandate a 
minimum eligibility threshold of 250 percent of the FPL in all states and not allow states to reduce their 
thresholds below that level after 2014, and would not allow states to scale back their current benefits 
and cost-sharing arrangements under CHIP.  Children in CHIP could be transitioned into the exchange 
after 2019 pending an analysis of how exchange coverage would differ from CHIP coverage.19  At this 
point, the Casey Amendment has not been voted on. 
 De facto, the Senate leadership bill requires coverage under Medicaid for children up to 133 percent 
of net income.20  This has the effect of shifting children in families with incomes below 133 percent 
FPL who are in separate CHIP plans into Medicaid. Children in Medicaid with income above 133 
percent of the FPL would remain in Medicaid due to MOE provisions and it appears that children 
enrolled in Medicaid expansion CHIP coverage would also retain that coverage due to the MOE 
requirement although there is some uncertainty about this given the other provisions in the bill. 
Children in separate CHIP would either remain in CHIP if it is fully funded or potentially move into 
the exchange. Under the Senate bill, parents and other adults with incomes below 133 percent of the 
FPL would be shifted into Medicaid and those above 133 percent of the FPL could qualify for subsidies 
to purchase plans in the new health insurance exchange(s). Overall, the subsidies provided to families 
who purchase coverage through the exchanges for both premium payments and out-of-pocket cost-
sharing on health care in the Senate bill are lower than those in the House bill.21 
IV. DATA AND METHODS 
The main source of data for this analysis is the March 2008 Annual Social and Economic Supplement 
to the Current Population Survey (CPS), representing income and health insurance coverage for 2007.  
We rely primarily on survey data for this analysis because the existing administrative Medicaid and 
CHIP data files do not contain sufficient information on income to classify enrollees according to 
whether their incomes are above or below a given threshold level (such as 133 or 150 percent FPL). 
The only published analysis of administrative data in all 50 states found that in 2007, 91.4 percent of 
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 children enrolled in CHIP were in families with net income of 200 percent of the FPL or lower.22  In 
order to address current policy questions, information is needed on enrollment levels for more detailed 
income breaks. An additional complication with the administrative data is that there may be some 
overlap in enrollment in the two programs due to children transferring from one program to the other 
over the course of a year.23 
 This analysis relies on the Urban Institute’s Health Policy Center Eligibility Simulation Model 
developed by Dubay and Cook to estimate the income distribution of the children under 19 who are 
currently enrolled in Medicaid or CHIP.24,25  The model simulates eligibility for Title XIX Medicaid, 
Medicaid expansion CHIP and separate CHIP in each state, using available information on eligibility 
guidelines for each program and state in place in 2007, including the amount and extent of 
disregards.26,27  Family-level characteristics used in determining eligibility, such as income, are based 
on the health insurance unit (HIU).28  HIUs are derived from information available on household 
structure from the CPS and are used as the family unit of analysis because they more closely align with 
the family groupings used by states when determining eligibility than Census households or families. 
Estimates of income as a percent of the federal poverty level reflect net income, the residual income 
remaining after disregards are deducted. 
 The CPS includes questions on Medicaid and CHIP coverage. However, because many states use the 
same names for their Medicaid and CHIP programs, and because many families are confused about the 
specific type of public coverage their child has, it is not possible to reliably distinguish between 
Medicaid and CHIP coverage on the CPS.29 Instead, we define Medicaid enrollees as those who report 
Medicaid/CHIP on the CPS and are identified by our model as meeting the eligibility criteria for 
Medicaid. CHIP enrollees are those with public coverage who meet the eligibility criteria for CHIP. In 
this analysis, we interpret estimates of Medicaid and CHIP coverage as point-in-time, (i.e. average 
monthly) estimates current to 2007.30 Because of imprecision in the use of household data to model 
eligibility, we make three primary adjustments to Medicaid and CHIP estimates to make them more 
consistent with point-in-time administrative enrollment totals for 2007. 
 First, in order to improve the accuracy of the insurance coverage estimates, we make an adjustment 
to account for the underreporting of Medicaid on the CPS.31  This adjustment has the effect of reducing 
the number of uninsured children from 8.9 million to 7.8 million and increasing the number of children 
with Medicaid coverage by 3.2 million, resulting in an increase in the total number of children with 
public coverage from 21.7 million to 24.9 million.  Second, estimates of Medicaid expansion CHIP 
coverage and separate CHIP coverage are adjusted to be consistent with administrative enrollment data, 
which show that 72 percent of CHIP enrollees were enrolled in separate CHIP programs on the last day 
of the second quarter of FY 2007.32 The estimated numbers of children with CHIP coverage and 
Medicaid expansion versus separate CHIP coverage in our analyses are consistent with administrative 
data from the same period.33 
 Third, we adjust estimates of Medicaid to take into account nearly 3 million children who are 
reported to have Medicaid or CHIP on the CPS but for whom no eligibility pathway can be identified 
in our model. This phenomenon has occurred in other models that simulate Medicaid and CHIP 
eligibility and is likely due to measurement error in the income and household structure measures that 
are available and the fact that they are not measured on the survey at the same point when public 
coverage was obtained.34,35 We reassigned cases for which no eligibility pathway could be identified to 
Title XIX Medicaid.36 
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  Estimating the number of children in Medicaid or CHIP whose coverage could be affected by 
alternative health reform options requires making numerous assumptions given that household survey 
data are used to identify the children who are enrolled in Medicaid and CHIP and their income levels. 
As a result, measurement error is inevitable. In addition, these estimates reflect income and eligibility 
as of 2007 and do not reflect states’ coverage expansions since then, nor do they reflect growth in the 
population below 200 percent of the FPL as a result of the economic downturn. 
V. FINDINGS 
The following provides estimates of the distribution of children who had CHIP or Medicaid coverage 
in 2007 with respect to income and program type.  Given the current structure of the House and Senate 
bills, we focus on Medicaid income thresholds of 150 and 133 percent FPL, respectively. As indicated 
above, in the current House bill the minimum eligibility level for Medicaid would be set at 150 percent 
of the FPL, whereas it would be set at 133 percent of the FPL under the current version of the Senate 
bill.  We include estimates for children in separate CHIP programs, Medicaid expansion CHIP 
programs, and Title XIX Medicaid programs.  We focus on children in separate CHIP programs since 
the changes that have been proposed have the most direct effects on their coverage status. 
 Exhibits 1 and 2 show the income distribution of separate CHIP enrollees and all CHIP enrollees, 
respectively, according to estimates based on 2007. Under the current structure of the House bill, which 
raises Medicaid eligibility to 150 percent of the FPL and eliminates separate CHIP programs, an 
estimated 42 percent (1.3 million as of 2007) of the children enrolled in separate CHIP programs would 
have shifted into Medicaid and the remaining 58 percent (1.8 million as of 2007) would have lost CHIP 
coverage and could have become eligible for subsidized coverage through the health insurance 
exchange  
 (Exhibit 1). With the maintenance of effort (MOE) requirements, there would be no impact on the 
children who are currently enrolled in Title XIX and Medicaid expansion CHIP programs. Without the 
MOE requirements, another 0.8 million children (with income above 150 percent of the FPL) would 
have been affected in 2007, of whom an estimated 0.4 million had coverage under Title XIX and the 
remainder had coverage under Title XXI (data not shown).  
 Under the current structure of the Senate bill, an estimated 24 percent (0.7 million as of 2007) of the 
children enrolled in separate CHIP programs would have shifted into Medicaid and the remaining 76 
percent (2.3 million as of 2007) would have either remained in CHIP or, without adequate federal 
CHIP funding, would have lost CHIP coverage and could have become eligible for subsidies in the 
exchange (Exhibit 1). As with the House bill, under the MOE requirements in the Senate bill, there 
would be no impact on the children who are currently enrolled in Title XIX and Medicaid expansion 
CHIP programs.  Without the MOE requirements, another 1.3 million children with income above 133 
percent of the FPL would have been affected in 2007, including 0.6 million children with Medicaid 
coverage under Title XIX and 0.7 million children with Medicaid coverage under Title XXI (data not 
shown). 
 In summary, if the House and Senate bills had been implemented in 2007, our analysis shows that 
1.3 million children (House bill) and 0.7 million children (Senate bill) would have been transferred 
from separate CHIP into Medicaid. Under the House provisions, about 1.8 million children with 
incomes above 150 percent of the FPL would have lost separate CHIP coverage in 2007 and potentially 
moved into new exchange plans. Had these changes been implemented in 2007 with adequate CHIP 
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Exhibit 1: Composition of Children 
Enrolled in Separate CHIP Programs 
by Income, 2007
Separate 
CHIP, >150% 
FPL
58%
Separate 
CHIP, <150% 
FPL
42%
Source: Health Policy Center Eligibility Simulation Model based on data from the 2008 ASEC to the CPS 
Separate 
CHIP, >133% 
FPL
76%
Separate 
CHIP, <133% 
FPL
24%
3.1 Million Separate CHIP Enrolled Children
Note: Income as a percent of FPL reflects net income which is derived from total income net of disregards (work expense and 
childcare expense) taken into account in determining eligibility for separate CHIP. 
Medicaid income threshold at 150% FPL Medicaid income threshold at 133% FPL
Exhibit 2: Composition of All Children 
Enrolled in CHIP by Income and 
Program Type, 2007
Separate CHIP, 
>150% FPL
42%
Separate CHIP, 
<150% FPL
30%
Medicaid 
expansion 
CHIP, >150% 
FPL
11%
Medicaid 
expansion CHIP, 
<150% FPL
17%
Source: Health Policy Center Eligibility Simulation Model based on data from the 2008 ASEC to the CPS 
Separate CHIP, 
<133% FPL
17%
Medicaid 
expansion CHIP,
>133% FPL
16%
Medicaid 
expansion CHIP, 
<133% FPL
13%
Separate CHIP, 
>133% FPL
55%
Note: Income as a percent of FPL reflects net income which is derived from total income net of disregards (work expense and 
childcare expense) taken into account in determining eligibility for Medicaid expansion CHIP and separate CHIP. 
4.3 Million CHIP Enrolled Children
Medicaid income threshold at 150% FPL Medicaid income threshold at 133% FPL
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 funding, the Senate bill would have resulted in no change for the estimated 2.3 million children with 
incomes above 133 percent of the FPL who had separate CHIP coverage. However, the Senate bill does 
not currently include adequate CHIP funding and, as a result, these 2.3 million children could have lost 
CHIP coverage and potentially moved into the exchange.  
VI. DISCUSSION 
The proposed changes to Medicaid and CHIP in both the House and Senate bills have a number of 
implications for children who currently qualify for coverage under those two programs.  These changes 
could affect both the number of low-income children who have insurance coverage and the type of 
coverage they have, which in turn could affect their access to needed care and ultimately their health 
and development.  There are a number of tradeoffs involved in shifting children from separate CHIP 
plans into Medicaid or into new exchange plans. Key considerations include whether CHIP would 
receive sufficient federal funding beyond FY 2013, what types of cost-sharing and benefits protections 
would exist under CHIP and under exchange plans, and the willingness of providers to participate in 
Medicaid, CHIP and exchange plans. Overall, differences in benefits, cost-sharing requirements, and 
access to providers and provider networks for both children and their parents will determine the nature 
and impacts of those tradeoffs. 
 In this brief, we examine how many children could be shifted out of Medicaid/CHIP coverage using 
data from the 2008 Annual Social and Economic Supplement to the Current Population Survey.  Our 
estimates are based on an eligibility simulation model that reflects eligibility for Medicaid and CHIP in 
2007.  Since that time, the level of public coverage has increased due to a combination of increased 
enrollment in Medicaid/CHIP coverage, more recent eligibility expansions under Medicaid/CHIP, and 
increases in the number of children in low-income families arising from the economic downturn.37  
Indeed, 19 states have expanded eligibility for public coverage since 2007.38  Moreover, given that our 
estimates pertain to 2007, they understate the number of children who would be affected when major 
aspects of health care reform would be implemented in 2014. CBO baseline estimates assume that 
CHIP enrollment will grow by about 7 percent per year through 2013.  If that growth rate is applied to 
our 2007 estimates, the point-in time enrollment levels would increase by over fifty percent between 
2007 and 2014.39 Moreover, these estimates reflect coverage estimates at a point-in-time—i.e., on an 
average monthly basis—rather than the number of children enrolled in that program at some point over 
the course of the year, which CBO assumes to be 1.6 times higher than the average monthly estimates.  
Thus, the proposed changes would affect the lives of more children when considered over the course of 
a year. If both adjustments are applied to our estimates, more than 2.5 times as many children would be 
affected by the proposed changes than are reported in this brief. 
 Both the current Senate and House proposals would add more children to Medicaid programs 
nationally and would include a large Medicaid expansion for adults. The Medicaid expansion would 
benefit children by providing them with EPSDT benefits and with minimal cost-sharing, and by 
providing their parents with affordable, comprehensive coverage. However, since access to Medicaid 
providers is limited in some areas, there is a danger that access will erode further with large increases 
in Medicaid caseloads unless steps are taken to increase the supply of providers both for primary and 
specialty care. The House bill includes federally funded increases in Medicaid reimbursement for 
evaluation and management services, which may be needed but not sufficient to address this issue.  It 
may also be important to consider broader increases in Medicaid reimbursement and other policy 
changes designed to increase access to care.  In addition, due to the current weak economy, states are 
under extreme pressure to cut their program budgets and staff. Given the budget problems projected for 
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 many states in 2010 and 2011,40 extending the higher federal matching rates for Medicaid beyond fiscal 
year 2010 may be critical in order for states to maintain their programs.  Since states would share in the 
financing of Medicaid coverage for children under health reform, it will be vital that states have the 
resources they need to ensure high participation and high quality care in Medicaid under reform and 
that they be held accountable for doing so.  It will also be important to consider the ramifications of the 
MOE requirements in the current bills given that they apply to only a subset of states and thus have 
uneven distributional impacts across states.   
 If the House and Senate bills had been implemented in 2007, our analysis shows that 1.3 million 
children (House bill) and 0.7 million children (Senate bill) would have been transferred from separate 
CHIP into Medicaid. Under the House provisions, about 1.8 million children with incomes above 150 
percent of the FPL would have lost separate CHIP coverage in 2007 and potentially moved into new 
exchange plans. Had these changes been implemented in 2007 with adequate CHIP funding, the Senate 
bill would have resulted in no change for the estimated 2.3 million children with incomes above 133 
percent of the FPL who had separate CHIP coverage. However, the Senate bill does not currently 
include adequate CHIP funding and, as a result, these 2.3 million children could have lost CHIP 
coverage and potentially moved into the exchange. To the extent that CHIP is eliminated, it will be 
essential to assess how coverage and access under the exchange plans compares to that available under 
CHIP, and to develop an implementation plan that minimizes disruptions of care for these children. It 
will also be important to track changes in access to care for children who experience changes in 
coverage that affect their benefits, cost-sharing requirements, and provider networks. Concerns about 
affordability are greater in the Senate leadership bill because the subsidy schedules for both premiums 
and out-of-pocket costs are less generous than in the House bill, which increases the risks that children 
who lose CHIP coverage will experience lower access to care.  
 Finally, attention must be paid to the possibility that some children who lose CHIP coverage could 
fall through the cracks and become uninsured.  Some children could become uninsured if their parents 
find the coverage available through the exchange to be unaffordable and do not enroll, despite the 
presence of an individual mandate. This group could also include citizen children in mixed immigrant 
status families whose parents cannot qualify for subsidies through the exchange and children in kinship 
care. An estimated 14 percent of citizen children with public coverage have non-citizen parents.41 
Whether and how the proposed exchanges would accommodate the potential need for child-only 
policies and subsidy schedules have not yet been determined.  Likewise, it would be important to track 
how access to care evolves for children who currently qualify for CHIP but who are denied access to 
subsidized coverage through the exchange because of firewalls—i.e., policies that would limit the 
availability of subsidies for low-income families with access to employer-sponsored coverage.42  It is 
not known how many children who would have qualified for CHIP under current rules would face 
these firewalls if reform legislation passes, but many children who currently have CHIP coverage have 
parents with employer coverage.43 Parents with access to employer coverage who enroll their children 
in CHIP coverage often indicate that concerns about affordability and benefits under their employer 
plan led them to make that choice.44  Therefore, the elimination of CHIP could mean that these children 
experience lower access to care or that, despite the mandate, they lose coverage altogether if their 
parents cannot afford the dependent coverage available through their employer. 
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